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School Attendance Versus Dental Services* 


By T. Wallace Sorrels, D.D.S. 
Oklahoma City, Oklahoma 


Every sensible, thinking individual wants our children to have better 
health, so why not give them a better chance of obtaining it? 

We have come to realize that the health of the children should rank first 
in importance in any school system. For unless children leave school 
reasonably sound in mind and body, the educational effort has been largely 
expended in vain. 

Even though, much has been done to provide them with health protec- 
tion, and noticeable improvement in the health status of children has been 
made, it has not been enough. At least not enough along practical lines has 
been done when the physical and mental qualifications have to be reduced 
time and time again to raise an army and navy of 5,000,000. 

With the regular established standard prescribing reasonable physical 
fitness, and thousands upon thousands of young men now being accepted 
far below the former military safety standards, we have a most disturbing 
situation. And it is one which we cannot treat lightly if our population is 
to be mentally and physically strong. With the physical qualifications of 
those of military age so badly below par from a military point of view, it 
means a tremendous amount of money, time and physical energy, will have 
to be expended in rehabilitation work inside the military establishment. A 
national program of rehabilitation to maintain the higher standards for 
induction was considered and abandoned in favor of this more expedient 
process for raising the number desired for the military establishment. 

Dental deficiencies top the list among these physical deficiencies with 
optical disorders ranking second. These two stand out most prominently, 
with astonishingly high percentages, after which a broad variety of physical 
impediments are listed with much lower percentages. 

Though hereditary influence is recognized as an important factor, it is 
generally conceded that dental deficiencies are more frequently acquired 
during pre-natal life and the pre-school age. These early weaknesses com- 





* (Editor’s Note) This situation merits immediate attention in every section of the 
country particularly now when physical well being is imperitive. The problem is 
pressing. The Oklahoma dental society and the Oklahoma school authorities have 
made a great deal of progress towards its solution. Dr. Sorrels has written of this 
progress “I can scarcely think of anything that has happened within the scope of 
my twenty-seven years of practice that has contributed more to economics and to 
the efficient practice management of children than their uncompromising release 
to obtain office visitation without embarrassment or penalty.” 

The State of California has already enacted legislation authorizing reasonable 
school absence for medical and dental attention without penalty to the child. Read 
this article and Dr. Pollock’s editorial with which it is coupled and which has ia- 
spired a great deal of favorable discussion. 

Action in your district or state and your comment is invited. 
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bined with other progressive causes make dental disorders show up far 
more conspiciously during the school age. Thus it becomes not only impor- 
tant, that measures be taken to protect their dental health during their 
pre-natal and pre-school periods, but to take additional measures during 
their school life. 

Cross sectional surveys to determine the general dental health status of 
the school population continue to show year after year, that 85 to 90% of 
the white children are in need of remedial care. 

When we consider that their health records in adult life are largely pre- 
determined by the time they leave high school it becomes the first duty of 
those who establish the educatioanl standards to provide a full and well 
rounded-out program of physical training. 

Many thinkers and students in the field of education are coming more 
and more to realize that too much emphasis has been placed on the theoretical 
at the expense of the practical side of what constitutes sound educational 
procedure. It not only has manifested itself in health education, but equally 
as strong in the field of technology. We have been forced to recognize these 
imbalances more clearly than ever before, due to the demands of the war 
effort. For it is calling upon our maximum strength in all lines of endeavor. 
It makes one wonder if our schools have not been depending too much on 
subjective methods of health training when more objective and realistic 
methods would do a better job. 

Education is an evolutionary process and should be constantly reshaping 
itself to meet human needs to a better advantage. But traditional influence 
in ordinary times causes the teaching profession to be slow about adopting 
any real innovations. In times of war, extensive changes have to be made at 
a rapid rate to coordinate its activities with the war program. Naturally 
the teaching profession and public at large, rightly enough, look to the health 
professions for guidance. Especially during such threatening times as those 
under which we are now laboring to maintain the highest degree of health 
and efficiency. It thus becomes a public trust which the medical and the 
dental profession should meet by stepping forward at this critical time to 
advocate such readjustments as are necessary to better protect the health of 
the population. 

Thousands upon thousands of our children today will make our sol- 
diers of tomorrow, and we must not let it be said that we in any way at 
any time failed to fulfill our patriotic responsibilities by neglecting to effect 
a solution of this and other problems. 

With over one-fourth of our dental population already in the armed 
forces and more and more being called as the war progresses, it cannot be 
done under our old traditional system of treating them after school hours, 
in the evenings and on Saturdays. Time, transportation facilities and work- 
ing conditions will not allow it. It is estimated that under all probabilities 
about 40% of the doctors and their technicians will be in military service 
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before the war is over. In many industrial and military centers the rate of 
dentists is now about 1 to every 500 children. Even under normal condi- 
tions, the system of compulsory school attendance put an unjust strain upon 
the children, their parents, and doctors. The emphasis placed upon at- 
tendance by the standing rules and regulations has made teachers, parents, 
and children all alike believe they dare not miss school for anything. This 
theory. bolstered and supported with special awards and privileges for 
unbroken attendance records, and penalties for absences, regardless of their 
scholastic record or health needs is having a most damaging effect upon 
children’s health and the economic welfare of the family. 

Before the outbreak of the war, many thoughtful and farsighted people 
in the teaching, medical, and dental professions had come to realize some- 
thing had to be done towards breaking down the barrier of school attendance 
in the interest of the children’s health. The limitations placed on transpor- 
tation and other things to help solve problems arising from war have greatly 
aggravated this already bad situation. 

Doctors will now be compelled to give patients coming from distant 
points more time when they call in an effort to accomplish the greatest 
possible results consistent with safe and sound scientific treatment in order 
to compromise with the limitations placed upon travel. This makes it a 
difficult matter for doctors to assign patients time and expect to follow out 
any schedule. 

The State of California has perhaps done more towards this need than 
any other state. In 1935. it enacted legislation authorizing children to be 
excused from school for bona fide medical and dental appointments without 
penalty to the child. The text of the bill specifically provides that no absence 
of a pupil from school for this purpose shall be deemed an absence in com- 
puting daily attendance records. 

During more recent times, some state and local dental societies have 
taken progressive steps in an effort to effect a modification of the regulations 
governing school attendance. Naturally, more serious conditions exist in 
the cities where distance, time and transportation problems complicate the 
situation. 

Among the cities which have made an earnest effort to solve this prob- 
lem are Oklahoma City, Oklahoma, and Kansas City, Missouri. In these 
Cities, joint committees, composed of representatives of the medical and 
the dental societies and school officials have modified the rules and regula- 
tions governing school attendance to provide a more orderly and cooperative 
system of operation. 


The rules and regulations in Oklahoma City for observance are 
as follows: 
(a) That all school children needing the services of a doctor should be 
encouraged to secure the service. 
(b) That an absence of one-half day should not be recorded where an 
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appointment for medical or dental treatment has been kept. 
(c) That absence due to illness or to keeping appointments with doctors 
should receive no penalty. 
(d) That written requests from the parents be presented to the school: 
1. When the child wishes to leave the building to keep an appoint- 
ment for medical or dental service. 
2. When the child has been to see the doctor before coming to school 
and wishes to return to class. 
(e) That attendance awards should be discontinued. 

These simple and effective rules are easy to observe and have relieved 
practically all the strain and confusion which formerly existed under the 
high-pressure attendance system. No longer do the children pout and cry, 
and the teachers, parents and doctors bicker and fuss with each other over 
the child missing an insignificant amount of time because of an appoint- 
ment during school hours. 

When this policy was anonunced, a very wholesome and cooperative 
attitude almost immediately manifested itself and everybody concerned ap- 
peared very happy over the arrangement. After having been in operation 
for one and one-half years, no one has suggested that any change to the rules 
be. made, and all parties involved seemed to be well-pleased for the working 
formula. 

The Kansas City District Dental Society, in cooperation with the school 
officials, have agreed upon a tentative working arrangement to help solve 
this problem. They use the following excuse blank: 


EXCUSE FORM FOR DENTAL APPOINTMENT 
Approved by Public School Authorities of Kansas City, Missouri. 
NAME OF PUPIL 
has an appointment for necessary dental service on 
Date of Appointment 19. 


Time of Appointment 
This service cannot be satisfactorily rendered outside of school hours. 
D.DS. 


This appointment was arranged with my knowledge and approval. 

















Signature of parent 


Instructions are printed on the reverse side as follows: 

The public school authorities and the dentists of Kansas City are co- 
operating in a plan to make it possible for the children of our schools to 
obtain the fundamental health service necessary for their health and well- 
being. 
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This excuse form, used judiciously, will enable the school children to 
obtain the necessary dental service that cannot be satisfactorily rendered 
outside of school hours. 


At present, the Kansas City school officials interpret the general statutes 
governing school attendance to mean that any child absent from school for 
more than one-fourth day must be marked absent for the time away, unless 
on a school mission under supervision of a school representative. 


The committee representing the dental society hold that it is the part 
of any well-formulated health program to teach health subjects objectively. 
And since all schools operate under health supervision. it should not take 
any stretching of the imagination to recognize any amount of time under 
one-half day expended with doctors on an excuse, as being a supervised 
school mission. 


If we take into proper consideration all the obstacles now placed in the 
way, we cannot but logically conclude that one-fourth day does not allow 
sufficient time. Friendly negotiations are continuing and it is hoped that 
the Attorney-General will find it possible to place a broader interpretation 
on the law. 


Neither school officials or anybody else can afford to compromise the 
child’s health for the sake of preserving attendance records. Especially, 
when the pro rata of time off per child means little or nothing insofar as 
their future intelligence is concerned, and their health means so much. 


One of the greatest object lessons on the present war is that we must 
learn to put first things first if our nation and its institutions are to survive 
for the benefit of our children. 


With all lines of endeavor having to undergo readjustment to better 
solve our present-day problems, we must not neglect the health of our chil- 
dren by failing to meet our responsibilities in this direction. It is up to the 
medical and the dental organizations and the school officials to get busy and 
rationalize school attendance and professional services. 


Two methods of approach deserve special consideration: 


1. To formulate a program which will encourage parents to determine 
the treatment requirements of their children immediately following 
the closure of the school term and have them fulfilled insofar as 
possible during the vacation period and not postpone it until a 
week or two before school opens. 

2. To modify the rules governing school attendance so children may 
have a fair and reasonable opportunity to obtain office treatment 
during school hours without being penalized. 


—1003 Medical Arts Bldg. 











Progress Report on Professional Services for 
School Children* 
By H. C. Pollock, D.D.S., St. Louis, Mo. 


Now that practically every dentist in America knows that the Selective 
Service records pertaining to the present draft reveal the rather surprising 
information that 20.9 per cent rejections were due to dental defects, he has 
had time to reconcile the information with his own clinical experience. The 
first thought that quickly flashes to his mind is that he knows that most of 
these dental defect rejections could have been avoided by the early application 
of elementary dental skill, particularly in childhood. Evidence is being 
sharply emphasized of the importance with which the army dental corps 
regards the general dental situation among the troops. The stupendous prep- 
aration and dental program being created under the direction of the Surgeon 
General’s office under the leadership of Brigadier-General Leigh C. Fairbank, 
is proving to be one of the most important single epochs in the entire history 
of dentistry and amply reflects the importance of normal oral health as related 
to the entire physical condition of the United States troops. 

To get back to the 20.9 per cent item that has attracted such wide atten- 
tion, suppose that this percetnage had been in the habit of visiting a compe- 
tent dentist at intervals of several months since their childhood. Does anyone 
presume under such circumstances that at least over 90 per cent of these 
dental rejections could not have been avoided? It seems logical to assume 
that children in America are as much, if not more, in need of physical atten- 
tion than they are of academic education. There are important things that 
contribute to the difficulty of creating good dental service for children that 
the dental profession understands, but of which the public knows very little. 
When does the dental profession, for instance, secure an opportunity to take 
care of its child patients? Every professional man knows that the answer to 
that is “when the child is not in school”; and, the time when the average 
American child is not in school is very little time, as time goes, for nine 
months out of every year. 

This subject recalls to mind an editorial appearing in the American Jour- 
nal of Orthodontics and Oral Surgery. entitled “School Hours and Profes- 
sional Services for School Children,” which called attention to the widespread 
complaint which professional men register against certain school rules. It is 
difficult for the average child to secure competent, careful, painstaking profes- 
sional service on account of conflict with school hours. If letters and demand 
for reprints from professional men and organizations may be taken as a 
criterion, the editorial inspired a response that discloses that by far the most 
serious resistance professional men who deal with chidren have, in rendering 





*Editorial reprinted from American Journal of Orthodontics and Oral Surgery, St. 
Louis. Vol. 27, No. 12, Orthodontics Pages 725-728, December, 1941. 
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them good service, is the conflict with school hours. They plainly are able 
to get children into offices or hospitals for treatment systematically only a 
such times as school is not in session, and these hours are but few during the 
winter months. 

Parents, children, teachers and the public have become so school minded 
that the modern school routine has become a kind of “quiz-kid” contest, and 
in some instances rather high tension competition. Much of this unwittingly 
works to the physical detriment of children more than most people realize. 
Every busy professional men who is nutrition minded sees children in his 
practice that he knows full well during certain growth periods should not be 
in school at all. They need sunshine, fresh air, and physical activity out of 
doors far more than the three r’s, at these certain periods of metabolic dis- 
turbance. He is not intolerant of modern education and progress, but he 
thinks in many instances, it has gone out of bounds for children. In any 
event, the fact does remain that thousands of professional men who treat 
children have become conscious of this classical picture as it exists, and they 
recognize the pendulum has swung too far toward pedagogics and too far 
away from physical development of children. 

Some professional men in Oklahoma City, Okla., have recently given the 
matter some local attention with interesting results. According to informa- 
tion received, investigation in Oklahoma City revealed that children who 
were receiving free service at the Salvation Army and the Community Health 
Center were being excused from school without being classisfied as absentees. 
That meant in practical application that children in schools who go to a 
private practitioner for professional service were being discriminated against. 
To express it in another way. children going to a private practitioner were 
under-privileged in this respect. In other places it was ascertained that chil- 
dren were being excused from school periodically to attend symphony con- 
certs and to visit industrial plants as part of their cultural and practical 
education, and no doubt that is as it should be. Notwithstanding, such cir- 
cumstance as contrasted with a child’s need for physical care needs no com- 
parison. 

Inquiry among pediatricians revealed important immunization programs 
were being thwarted by parents who were fearful that absence from school 
would so detract from their child’s school grades that it would tend to offset 
the general school record. Investigation among rhinologists disclosed evi- 
dence of the same general situation—congested and overloaded operating 
rooms on Saturday morning, because doctors must, to avoid conflict, operate 
on that morning—over-crowded waiting rooms during the so-called free 
time from school. Nurses and surgeons reported the same general confusion 
in regard to off school hours, as it applied to their child patients. In dental 
offices nervous tension existed in some instances as a result of the dentist 
trying to see too many child patients within a few hours. Every professional 
man knows that overload and confusion mean “a lick and a promise” service 
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that does a grave injustice to the child and to the skill of the doctor serving 
him. 

The Superintendent of Schools, Herbert E. Wrinkle, was invited to address 
the local dental society in Oklahoma City and after the matter had been well 
discussed, Superintendent Wrinkle declared that the health of the children 
deserved paramount consideration. Following this, a sympathetic letter was 
received from the Superintendent stating that he was appointing a committee 
composed of the principals and requested that a committee representing the 
County Medical Society and the County Dental Society be selected to study 
the problem. The school dentist and physician were contacted and the situ- 
ation explained to them. 

After a full discussion of the situation, the committee submitted a form- 
ula for the best possible solution of the problem. It was unanimously 
approved by the Superintendent, the school dentist, school physician, and 
those representing the local medical and dental societies. After the above 
series of incidents, the Superintendent of Schools issued the following 
bulletin: 

Rules Governing School Attendance 
Last year a committee was appointed, consisting of J. B. Greene, 

Ethel Liebhart, Charles Evans and Lee Nuzum, to meet with a com- 

mittee from the County Medical Association to consider certain rules 

governing school attendance. This committee submitted an excellent 
report. This report has been approved by all concerned and is hereby 
submitted for your observance as a part of the rules and regulations 

of the Oklahoma City public schools. (Bottom of Page 4.) 


Dr. T. W. Sorrels. of Oklahoma City, Okla., the immediate past-Chairman 
of the Public Relations Committee of the A. A. O., was very active in helping 
to bring about the above series of circumstances, and it is thought they will 
be of important interest to professional men dealing with children every- 
where, particularly in localties where the school conflict with professional 
service has manifested itself to such an extent that it is the chief resistance 
to the best health service for children. 

Perhaps when it is realized that the quick and practical remedy for most 
of the 20.9 per cent draft rejections, created on account of dental defects, is 
in the dentist's operating room during childhood, a remedy will then be 
found and time will be set aside for children so that professional men may 
be allotted sufficient time to render the kind of service for children they would 
like to give. 

To reduce the situation to plain facts, the profession of modern dentistry 
alone could quickly wipe out the great bulk of that 20.9 per cent draft 
rejection physical defects in the present generation growing up, provided the 
child and the dentist both had the time and the inspiration to do so. By the 
same token much of the same must be true in the picture with many, many 
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other physical defects that have manifested themselves in the Selective Service 
examinations. 

More incidents like the one in Oklahoma City will, no doubt, help supply 
much of the remedy for an unhappy situation, the importance and injustice 
of which is little understood outside of the ranks of professional men who 
have much to do with the health treatment of children. The facts revealed 
in the draft, pertaining to the physical condition of modern youth will no 
doubt be the inspiration for more and better attention to the physical well- 


being of the growing generation. 
—8022 Forsythe Blvd. 


The Etiology of Thumbsucking 
By J. T. Fulton, D.DS., Columbus, Ohio 


One of the mental hazards of parenthood is the struggle with that very 
exasperating period of childhood habits. Perhaps the most persistent and 
annoying habit is thumbsucking, because of its almost universal incidence 
among babies, and because it persists into childhood an amazing number of 
times. 

The mental state of parents is hardly new, for people have written about 
sucking habits as far back as a century ago. Yet today children are found 
still sucking their thumbs and parents are found still in a state of dreadful 
confusion. The health professions have done little. seemingly, to calm 
parents. 

Since thumbsucking, which for purposes of discussion may include all 
of the undesirable sucking habits, is alleged to produce its greatest damage 
to the occlusion of the teeth, it seems wise to inspect some of the scientific 
observations on this phase of the problem. Hughes! thinks that all growth 
coincides with a genetic pattern and is, therefore, not easily modified. He 
states that poorly nourished growth is most easily disturbed, and that the 
effects of a sucking habit are the most severe in ill-nourished children. He 
warns, however, that although much malocclusion is the result of an inherited 
growth pattern, disregarding or ignoring the effects of habit is not warranted. 
Most of the modifications caused by thumbsucking are found in Class I 
(Angle) cases and their severity is in proportion to the length of time that 
the habit continues. If it is stopped by the time the child reaches 3 years of 
age the incident of malocclusion will be very small. If not stopped until 
6 years, the cases will reach 17%, 25% at 7 years, 37% at 8 years, 85% 
at 10 years, and if thumbsucking continues into the 14th year, practically 
100% of the caes will show a malocclusion of some degree. 

Hellman? recognizes sucking habits as an etiologic factor in malocclu- 
sions. He states, “I may therefore be quite safe in saying that the habit of 
sucking is the only factor that stands in intimate and positive relationship 
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with Class II ( Angle) cases and especially with those in Division 1.” Swine- 
hart? accepts thumbsucking as a factor in malocclusion and decries the lack 
of prevention resulting from years of study of the problem. Johnson‘, in a 
very comprehensive review of the work of these men, as well as his own, 
makes this statement: “It has been established that thumbsucking or finger- 
sucking may be an etiologic factor in malocclusion The malocclusion may 
be of any type and the thumb or fingersucking habit may be entirely or only 
partially responsible... It has been pointed out that in approximately one 
of every six cases of malocclusion, the habit of thumbsucking has been a 
contributing etiologic factor. It has also been shown that one in every ten 
thumbsuckers continues the habit after the age of ten years... The habit 
may be accompanied by other habits called accessory habits, which may either 
modify or accentuate the malocclusion.” Such reports leave little doubt that 
thumbsucking does play a part quite often in malocclusions and therefore 
becomes a proper cause for concern. 


Dentists have to deal, then, with a habit that is practiced at some time 
or other by almost every child, and which may contribute markedly to the 
irregularity of the teeth. For the worried parent there is also the social aspect 
of the behavior to consider, even though no malocclusion appears. It is 
pertinent to point out to the worried male parent, however, that sucking is 
a sensory-motor relation resulting from stimulus and response. The rhythmic 
repetition of that relation results in a habit, and the motor discharge even- 
tually becomes involuntary through routine practice. One might well suspect 
that an adult smoker is merely an infant thumbsucker grown up. 


Practically all investigators agree that the infant contains an inborn ten- 
dency to sucking. Ribble°, after observing several hundred infants placed 
at the breast for the first time, says that eighty per cent of the new-born suck 
at once if they are securely held. She continues, “The tendency is marked in 
the new born for the hands to seek the mouth or face when the infant is 
awake. The baby appears to learn rapidly this piece of grasping behavior 
and soon grasps clothing or places its hand on the mother’s breast or on its 
own face, at times grasping its own ear or nose while sucking... An actual 
hunger exists in the new born baby for tactile stimulation of the mouth. 
Sucking furnishes this stimulation as well as better reflex stimulation of the 
respiratory mechanism.” Hellman? remarks, “In a number of observations 
I noticed that babies sucked their fingers immediately upon delivery... In 
view of the fact that the hands and fingers are in close proximity of the mouth 
in utero . . . it is possible that this habit may be an acquisition that antedates 
birth.” 

It remained for Freud®, truly to upset the ordered ways of parents. Freud 
made the statement that thumbsucking was the manifestation of the sexual 
nature. He claimed that it was a sexual activity. He called thumbsucking 
the oral or cannibalistic phase of sexual activity which is not yet separated 
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from the lack of nourishment. This theory has been dissected and reviled 
by investigators such as Kanner’, but it still haunts many informed people. 

The suckling instinct of infants is aided further by development. Gesell®, 
discussing infant growth at the sixteen week period, writes, “Incidentally, the 
symmetric on-the-chest posture of the arms brings the hands near the mouth. 
And the mouth being a sort of prehensory organ in its own right, often sucks 
the fingers.” 

Hunger, in babies less than one year of age, is given as the exciting cause 
of thumbsucking by many writers. Holt®, Griffith!®, Chapin!!, Woodcock!? 
all state this view. The most exact work on hunger and feeding as a cause 
of thumbsucking has been done by Levy!*. He says, “The primary factor 
causing excessive fingersuscking in infants is inadequate sucking activity. 
For example, an infant feeding at the breast or bottle, on a time schedule of 
twenty minutes per feeding would be changed to a schedule of ten minutes 
per feeding. Counting time spent at the breast or bottle as its minimal suck- 
ing time the infant would, on a schedule of six ten-minute feedings for 
twenty-four hours, suffer a diminution in sucking time of sixty minutes in 
twenty-four hours, or one-half its previous sucking activity. In such 
instances it was found that with a day or two of the change, the sucking habit 
would follow.” Statistical studies of groups of infants on various feeding 
schedules showed that the percentage of fingersuckers was highest in the 
group fed every four hours, less in the group fed every three hours, and least 
in the group held to no feeding schedule at all. 

Twenty-five per cent of the babies in this study were active suckers, and 
the amount of food that they ingested did not seem to be important. Type 
of feeding or sex differentiation likewise made no difference. Levy concludes 
that the most frequent cause of fingersucking among infants is insufficient 
lip movements. He observes that, “The deficiency in sucking activity may 
be described as a condition in which the lips are left in a state of tension. 
Normally this state of oral tension. originally part of the hunger mechanism, 
is released during sucking activity, providing a point of satiety for sucking 
has been reached.” All who think that hunger is important in habit forma- 
tion agree that the majority of such thumbsucking infants will overcome the 
habit before the age of three because of the change in feeding methods. 

Another very interesting aspect of the thumbsucking of the small child 
is his capacity for loneliness. Bakwin'*, reporting a study of infants who 
fail to thrive in hospitals, states, “The infant has little in the way of psycho- 
logic resources to use when he is deprived of gratification of his psychologic 
requirements.” Lowrey!* reports a study of children who were admitted to 
an institution before reaching the age of six months. These children all 
showed symptoms of inadequate personality development, chiefly in ability 
to give or receive affection, and by noticeable insecurity. Behavior traits 
among them thumbsucking occurred frequently. Lowrey says, “Isolation dur- 
ing early months of life is especially injurious.” Both investigators stress 
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the needs of the tiny child for “mothering” and “cuddling” as a necessary aid 
to normal development. In the light of “scientific baby raising” it is inter- 
esting to discover that many of the little joys of parenthood, so often denied 
by frowning specialists, may contribute to normal occlusion. 

It seems evident that very few bad results accrue from thumbsucking in 
infancy and that habits, overcome before the child reaches the age of three, 
will have no untoward effects. Investigators agree that, the longer the habit 
continues beyond this period, the poorer the prognosis. It has been pointed 
out that practically one hundred per cent of the children that continue the 
thumbsucking habit through fourteen years of age will have malocclusions. 
There is some disagreement in the literature about the reasons for prolonged 
thumbsucking habits. Levy'® concludes that, “A prolonged fingersucking, 
involving as it does the retention of the finger in the mouth for long periods 
of time, would become correlated with retention in the psychological sense, 
or hoarding... A sucking child will utilize the habit especially when it is 
in a state of emotional tension.” Michaels!’ calls thumbsucking a definite 
neuropathic trait which often occurs in combination with other traits such 
as enuresis and temper tantrums. He feels that this natural tendency toward 
correlation points to a dependency on innate predisposition rather than on 
causal and compensatory factors. Hill'® cites an instance wherein a boy, 
because he doubted his parents’ love, turned his interest upon himself and 
became a constant thumbsucker. Resentment of parental inattention is 
blamed for his unhappy, negativistic attitude. Henderson!® feels that thumb- 
sucking is a regression to infantile sources of satisfaction in the face of 
environmental frustration. and lists babying by parents, erotic stimulation, 
jealousy of other children, and lack of affection as common causes. Foster?° 
states that jealousy is a cause of thumbsucking. Holt? calls later childhood 
thumbsucking a manifestation of emotional immaturity and suggests a care- 
ful study of the child. He mentions fatigue, boredom, illness, punishment 
and frustration as posible causes. Chapin!'! claims that the habit is evidence 
of a lack of self control, a lack of self discipline. 

In Thom’s book?! on child problems, the statement is made that children 
resort to sucking habits only as a dispenser of comfort in time of trouble. The 
habit appears with punishments, disappointments, scoldings, and occasion- 
ally with illness, that is when the child is out of harmony with the rest of the 
world. Thom makes this interesting comment, “To many children it is a 
source of satisfaction to know of some simple way to agitate the parent.” 

1. Thumbsucking may be an etiologic factor in malocclusion. 

2. Almost all infants indulge in the sucking habits, due to an inborn ten- 
dency for nourishment. 

3. Thumbsucking is not a manifestation of sexual activity. 

4, There is probably a relation between sucking habits and the nutritional 
status. 

5. A large number of children overcome sucking habits before they reach 
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three years of age. Such children suffer very little from malocclusion as 
a result of thumbsucking. 

Continuance of sucking habits into later childhood years can cause 
untoward results. In practically one hundred per cent of thumbsuckers 
at fourteen years of age malocclusion results. 

Opinion differs regarding the etiologic factors responsible for thumb- 
sucking in later childhood. Habit, loneliness, jealousy, frustration, lack 
of affection, insecurity, fatigue, illness, and perversiveness are thought to 
be contributing causes. 


BIBLIOGRAPHY 


. Hughes, B. O. University of Michigan. Personal communication. 
. Hellman, Milo. Studies of the etiology of Angle’s Class II malocclusal manifes- 


tations. Proc. Am. Soc. Orthodontists. St. Louis, C. V. Mosby, 1921. 246 p. 
(p. 76-97) 


. Swinehart, E. W. Relation of thumbsucking to malocclusion. Am. J. Ortho- 


dont. and Oral Surg., 24: 509-21, June 1938. 


. Johnson, L. R. The status of thumbsucking and fingersucking. J.A.D.A., 26: 


1245-54, Aug. 1939. 


. Ribble, M. A. The significance of infantile sucking for psychic development of 


the individual. J. Nerv. and Ment. Dis., 90: 455-63, Oct. 1939. 


. Freud, Sigmund. Three contributions to theory of sex. 3rd ed., New York, 


Nervous and Mental Disease Publishing Co., 1918. 117 p. 

Kanner, Leo. Infantile sexuality. J. Pediat. 15: 583-607, Oct. 1939. 
Gesell, Arnold, and Amatruda, C. S. Developmental diagnosis. New York, 
P. B. Hoerber, c 1941. 447 p. 


. Holt, L. E. Diseases of infancy and childhood. 11th ed., New York, Appleton, 


c 1940. 1421 p. 

Griffith, J. P., and Mitchell, A. G. Textbook of pediatrics. 3rd ed. Phil., 
Saunders, 1941. 989 p. 

Chapin, H. D., and Royster, L. T. Pediatrics. 7th ed., Baltimore, Wm. Wood, 
1933. 775 p. 

Woodcock, I. G. Thumbsucking. Med. Rec., 139: 328-30, Apr. 1934. 

Levy, D. M. Fingersucking and accessory movements in early infancy. Am. J. 
Psychiat., 7: 881-918, May 1928. 

Bakwin, Harry. Loneliness in infants. Am. J. Dis. Child. 63: 30-40, Jan. 1942. 
Lowrey, L. G. Personality distortion in early institutional care. Am. J. Ortho- 
psychiat., 10: 576-85, July 1940. 

Levy, D. M. Thumb or fingersucking from the psychiatric angle. Angle 
Orthodont., 7: 100-3, Apr. 1937. 

Michaels, J. J., and Goodman, S. E. Incidence and intercorrelations of enuresis 
and other neuropathic traits in so-called normal children. Am. J. Orthopsychiat., 
4: 79-100, Jan. 1934. 

Het J. M. Unwanted-unloved children. Dis. Nerv. System, 2: 135-9, Apr. 
1941. 

Henderson, D. K., and Gillespie, R. D. A textbook of psychiatry for students 
and practitioners. Sth ed., New York, Oxford Univ. Press, 1940. 660 p. 
Foster, Sybil. A study of the personality make-up and social setting of fifty 
jealous children. Mental Hygiene, 11: 53-77, Jan. 1927. 

Thom, D. A. Everyday problems of the everyday child. New York, Appleton, 
1928. 350 p. 


—State Department of Health. 








The Role of the Orthodontist in Child Health* 
By P.M. Dunn, D.DS., Minneapolis, Minnesota 


As writers on various aspects of child health have recently asserted, 
1,2, 3, 4,5,6 orthodontics cannot be regarded today as an isolated science 
or practice. The orthodontist, the physician, and the pediatrician each plays 
a similar role, each contributing his own knowledge and skill to the general 
health of the child. 

“I have three doctors,” a little girl said in answer to the question, “What's 
your doctor’s name?” “Doctor Smith is my eye doctor and Doctor Brown is 
my tooth doctor and Doctor Jones is my general doctor.” 

Specialization has been necessary during recent years, because of the 
enormous increase in the number of facts to be known and skills to be mas- 
tered in each field. There has been a tendency, perhaps, for many specialists 
to concentrate their thoughts and their efforts over much on their own 
specialty instead of striving to integrate their contributions with those of 
others who are working toward the same goal by other means. 

Those who minister to the child’s health have a four-fold task. They aim 
to prevent disease. to promote proper growth, to correct defects—whether 
hereditary, congenital, or acquired—as far as possible, and to build up the 
general health. 

From the old view of orthodontics as the art of “wire-bending” only one 
of these four tasks falls within the scope of the orthodontist. His work is 
still regarded by many people as non-essential. And if he is merely a manip- 
ulator of mechanical appliances for straightening irregular teeth, the ortho- 
dontist is concerned with only one small and isolated aspect of child health. 
But when we look at orthodontics in the more modern light—that of its rela- 
tionship to the welfare of the whole child—we see that it performs the same 
type of services as pediatrics. 

Orthodontics contributes in several ways to the prevention of disease. As 
every dental student is told, digestion begins in the mouth, and good occlu- 
sion is necessary for the proper mastication of food. It is impossible to 
estimate how much gastro-intestinal trouble is due primarily to the faulty 
occlusion so prevalent in the jaws of modern mankind; but we do know that 
there is potential danger in the consumption of food that is bolted down in 
lumps, unmasticated and poorly mixed with saliva. 

Especially is this true in the case of children, whose digestive systems 
often have a hard enough time coping with the strains placed upon them, 
without the added burden of badly-chewed food. Hughes! states that 
among children whom he examined, those who were undernourished also 
showed a preponderance of malocclusion. Of course, perfect or good occlu- 





*Read at Mid-winter Meeting of the Minneapolis District Dental Society, December 
10, 1941, and reprinted from the M.D.D.S. Journal. 
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sion does not guarantee perfect or good digestion, but at least it provides 
adequate machinery for performing the required function. 

Orthodontics definitely contributes to dental and oral heatlh. Properly 
spaced teeth in normal occlusion provide minimum opportunity for the 
putrefaction of food particles in the hard-to-get-at pits and cavities where 
caries most frequently starts. Good occlusion, by preventing undue strain 
on certain teeth coupled with lack of desirable exercise of others, is also a 
primary safeguard against pyorrhea in later life. 

Further, it has become apparent during the last few years that there is a 
relationship between dental occlusion and the upper respiratory processes. 
Sinus complaints are in some instances affected by oral conditions, and may 
be improved by correcting these conditions. Mouth-breathing—an undesir- 
able practice from every point of view—may be either a cause or an effect of 
malocclusion. Children with a nasal allergy, as Waring! states, may often 
develop dental-palate deformity with protruding upper incisors. 

The child whose jaws are out of normal alignment may have inadvertently 
caused his own disfigurement by thumb-sucking*, tongue-thrusting, lip- 
biting. or some other habit; or the disfigurement may be traceable to mouth- 
breathing due to the presence of adenoids or enlarged tonsils. Whatever may 
be the cause of the condition, it precludes proper breathing, and until the 
condition is corrected the child may continue to be overly susceptible to those 
respiratory complaints for which mouth-breathing appears to be at least a 
contributing factor. 

The role of orthodontics in preventing disease is particularly evident in 
the relation between normal occlusion and mental health. The child who is 
conscious of a disfiguring dental irregularity suffers in his personal relation- 
ships and cannot make a satisfactory adjustment to life. He may become shy 
and unsocial, the reclusive or “withdrawn” personality with which psychi- 
atrics experience their greatest difficulties; or he may “over-compensate” for 
his physical defect by developing an undue aggressiveness and belligerency 
which will make him more and more unpopular and hard to live with as he 
grows older. His own attempts to make a satisfactory adjustment may be 
thwarted by the fact that many people tend to base their opinion of character 
partly or wholly on personal appearance?. 

Thus, it is evident that orthodontics may aid materially in preventing 
digestive troubles, dental diseases, respiratory complaints, and the nervous 
and mental afflictions sometimes occasioned by dento-facial disfigurement. 
The correction of dental irregularities also aids in promoting proper growth. 
Normal development is dependent on several factors, among which nutrition 
and exercise are fundamental. It has been already pointed out that some 
digestive troubles may be due to the faulty mastication occasioned by mal- 
occlusion; and, where digestion is interfered with, nutrition is almost cer- 





*As Weinberger (2) reminds us, thumbsucking is not an invariable cause of arch- 
deformity. 
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tainly impaired. This may be more serious for the child than for the adult, 
since the growth of the body as a whole requires adequate nutrition. More- 
over, development of the jaw and face cannot proceed normally unless the 
occlusion permits normal exercise of the jaw and of the facial muscles. 

Bone growth, as we know, is at least partially conditioned by muscular 
action. “Function and growth go hand in hand.” When normal muscular 
action is prevented or impaired by malocclusion, imperfect development is 
likely to result. In many cases malocclusion causes a certain amount of 
facial deformity, as well as dental disfigurement. 

While recognizing faulty development as an immediate cause of mal- 
occlusion, the modern orthodontist realizes that subnormal or abnormal bone 
growth may in turn be due to a number of causes, hereditary, nutritoinal, or 
glandular. As Weinberger? points cut. in the etiology of malocclusion we 
must consider endocrinoligy, diet, metabolism, constitution, habits, heredity, 
form and function, growth and development. 

Most generally recognized of the orthodontist’s tasks in promoting child 
health is the correction of dental and oral defects, whether inherited or 
acquired. Among the commonest of such defects are narrow dental arches, 
malrelationship of the opposing dental arches, and malposition of one or 
more teeth. 

It is now recognized by physicians, and to a lesser extent by the lay public 
also, that in attempting to correct such defects the orthodontist is doing far 
more than shifting teeth from one position to another with the aid of mechan- 
ical appliances. His role in his aspect of his work is similar to that of the 
orthopedist. He does not correct defects so much as he provides ways for 
the defects to correct themselves. His task is the restoration of normal func- 
tion’, a much more significant accomplishment than the mere adjustment of 
malposed structures. 

Enough has been said to indicate that orthodontics has definite, specific, 
and often essential contributions to make to child health as a whole. There 
are conditions which the physician or pediatrician may not be able to treat 
successfully without the aid of the orthodontist. In like manner the ortho- 
dontist must depend upon the cooperation of the physician. Weinberger? 
cites eleven predisposing causes and eighteen determining causes of mal- 
occlusion which are wholly or partially in the field of medicine. 

The orthodontist tries to stimulate the normal growth of living tissues. 
If the possibility of such normal growth is prevented or arrested by the fact 
that the system as a whole is not functioning properly—if, for instance, there 
are endocrine disbalances, malnutrition, or disturbances of metabolism to con- 
tend with—the orthodontist needs to know about these. Unless he does 
know about them he is in a position similar to that of a dentist who is trying 
to treat infected teeth without the aid of x-rays. As both Simmonds* and 
McCoy? have recently stated, all children are not equal “orthodontic risks” 
from the standpoint of their general health. 
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The orthodontist is therefore by no means unreasonable if he requests, 
at least in certain instances, that a thorough physical examination be made 
previous to his beginning orthodontic treatment, and that the physician make 
available to him all relevant findings from such an examination. For ortho- 
dontic treatments to be successful, it is sometimes necessary that metabolic 
balance be established, normal respiration restored, or harmful habits discon- 
tinued. To accomplish these ends, cooperation of the physician with the 
orthodontist may be required. 


Knowing the underlying causes and the precise nature of the problem 
that he must attempt to solve, the orthodontist can then go about his work 
with a fairly clear idea of what can and what cannot be done for the child 
who has been placed under his care. Thus armed with the fullest possible 
knowledge of his patient’s condition, he is better prepared to bring about 
needed adjustments that may result in improving the child’s general health 
as well as in correcting his dental irregularities. 


Throughout this discussion we have referred to the orthodontists patient 
as a child. It should be borne in mind, however, that the orthodontist’s 
service frequently extends beyond the field of child health. Some of his 
patients are adults—particularly young adults, in whom the success of ortho- 
dontics is often of vital importance for the patient’s economic and social 
adjustment. Moreover, the correction of dental irregularities in a child 
patient should carry over to adulthood. Many serious disorders of later life 
could be prevented by successful orthodontic treatments during childhood or 
youth. 

Orthodontics is admittedly a complex, delicate, and expensive aspect of 
dental care. Failure in an othodontic venture is a grave disappointment to 
both operator and patient. It is therefore eminently desirable that the con- 
scientious orthodontist should overlook no opportunity for obtaining the 
most accurate and complete knowledge of each individual case, both before 
he begins actual treatments and also, if necessary, during the period while 
treatments are being carried on. He may frequently find it useful to supple- 
ment his own knowledge and skill by that of the physician, just as the physi- 
cian may often need to make use of the orthodontist’s findings in obtaining a 
complete picture of a patient's condition. 

Dr. Henry Stafford® sums up in these words the case for increased 
cooperation among the professions devoted to promoting child health: 

“Because of the imperfect state of our knowledge. the physician may be 
unable to be of much help, but you have a right to demand that we examine 
your patients completely, investigate their nutritional state, ferret out poten- 
tial allergies, and recognize glandular imbalance. If this is done, much of 
the pathology common to both orthodontics and pediatrics will be uncovered. 
By our mutual cooperation, a growing child will have the advantage of a 
more complete and better rounded dentomedical care.” 








Journal of Dentistry for Children 19 


REFERENCES 


1. Waring, Antonio J. Some interesting data in the pediatric field. Amer. J. 

Orthod. and Oral Surg., 25: 651 (July 1939). 

Weinberger, Bernhard W. Medical problems relating to orthodontia. Amer. J. 

Orthod. and Oral Surg., 24: 213 (March 1938). 

Milch, Henry. Principles of orthopedics in orthodontics. Amer. J. Orthod. and 

Oral Surg., 24: 935 (October 1938). 

Simmonds, Nina. Nutritional corrections as an aid in overcoming growth de- 

fects in the oral structures. Amer. J. Orthod. and Oral Surg., 25: 115 (February 

1939). 

McCoy, James D. The general health benefits of orthodontic treatment. Amer. 

J. Orthod. and Oral Surg., 27: 369 (July 1941). 

6. Stafford, Henry E. Relationship of orthodontics to pediatrics. Amer. J. Orthod. 
and Oral Surg., 26: 329 (April 1940). 


 woN 


~ 


Contract Dentistry 


By Walter C. McBride, D.DS. 
Detroit, Michigan 


The article under this caption in the last issue of the Review was written 
with the distinct desire to air this subject. No desire was there to stimulate 
an argument resulting merely in condemnation or commendation of the 
writers’, but only to disclose facts and opinions that might be utilized to 
make a plan, which looks so beneficial and useful to all on paper, more 
practical. 

The writer is indeed sorry there were not more replies. True, some wrote 
stating, “that was a splendid article,” and “there should be more such,” yet 
only a few laid their sentiments on the line, one of which offered an excellent 
remedial measure—‘to give it more time.” The replies received, condensed 
as much as possible, are as follows: 

Jack Wisan, dental director of the New Jersey State Department of 
Health, writes: 

“|. . But, now, as to contract dentistry. Yes, I tried it, too. After a 
number of near-successes and a number of downright failures, an incident 
occurred which acted like the last straw on the camel’s back. One of my 
patients was the daughter of an insurance agent. He tried the plan for one 
year and then dropped it. I told him that I failed to understand how an insur- 
ance man decided to give up my insurance policy for his child’s dental health. 
But give it up he did and, in turn, I soon found myself giving up the contract 
plan. 
“The above story has an interesting postscript. The very day the father 
informed me that he would give up the annual rate, bite-wing films showed 
six incipient cavities on proximal surfaces. You may be sure that I did not 
give the gentleman an opportunity to change his mind. 

“However, Mac, I am fairly certain that the contract plan would be profit- 
able if carried on a wide scale by dental societies cooperating with official 
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and unofficial health agencies to provide treatment for marginal groups. By 
marginal groups, I mean those who can pay about $10.00 a year per child. 
The $10 fee would operate for the first year. After that I believe we could do 
it for less. Please do not get from this that we would give to this group the 
type of dentistry that you or Charlie Sweet give to your patients. However, I 
have not been able to convince the New Jersey State Dental Society to try this 
method. Perhaps I haven’t tried very hard, and then again, it may not be a 
good idea.” 

Charlie Sweet, in a style as sunny as his native weather, though a bit more 
dependable and durable, says: “One of our mutual friends writes—‘There 
is no question, Charles, that some kind of health insurance is in the wind 
for action just as soon as this emergency is over. If there is anything prac- 
tical that any of us can offer, we should propound our experiences and set 
forth the facts now, so that something workable can be prepared for those 
who will be asking soon what dentistry or what we as individuals can 
suggest.’ 

“The statistics which I presented in the Journal of the American Dental 
Association (Feb., 1940) have further been substantiated by my experiences 
of practice since 1939 and as they are the only statistics we have so far, it 
will be necessary to use them as a yardstick to measure your hypothetical 
questions. We find it takes 20 operative hours to care for a child between 
the ages of 2 years to 12 years which does not include Orthodontic or Oral 
Surgery necessities. Therefore, our average per year will be 2 hours per child. 
You state you have 1,200 children in your practice so to care for these 1,200 
children you must serve them 2,400 hours per year. This is about 700 pro- 
ductive hours more per year than the average dentist works, according to our 
authorities in dental economics. 

“To put it another way for you to care for 1,200 children you would have 
to work 834 hours per day 25 days a month and 11 months out of the year. 
Not much time left for recreation, study and teaching or attending dental 
meetings. Therefore, in my opinion, about 850 children would constitute a 
full practice. 

“You have set an annual fee at $25.00 per child per year. Again using 
our statistical yardstick of 2 hours per year per child, your charge on an hourly 
basis is a rate of $12.50. Our best authorities place the average hourly charge 
per dentist, general practitioner and specialists included, in the United States 
at $7.00 per hour. Now if we substitute our corrected figure into your 
equasion we have 850 patients, $14.00 per year each or $11,900.00 gross 
income in place of a $30,000.00 gross income. Our profession’s average 
overhead expense has been placed at 43%, so our net income would be 
$6,783.00 or a monthly income of $565.25 if we have a full practice. Well, 
there goes your Utopia, Walter. 

“Just last week we had occasion to check our active files and we find we 
are caring for 487 families with an average of less than 2 children per fam- 
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ily. We estimate there are not more than 850 patients in our practice and as 
you know we work long hours, six days per week and forego vacations, golf, 
hunting, etc., but do try to attend several dental meetings each year. If I 
may again refer you to Table 1 in ‘Are Teeth Insurable’ you will find that 
the average number of hours necessary to care for a child’s mouth is increased 
by 2/3 hours if caries is present. If you start routine care of a child’s mouth 
at 4 years of age instead of at 2 years of age you will have many patients with 
caries or a mouth that will be more caries susceptible. Therefore, the annual 
fee would have to be increased to take care of these additional services or 
you would have to work longer hours and with a lowered earning capacity. 

“When a patient arrives at his 12th birthday if you are to continue con- 
tract services you must increase your annual premium to $24.50 per year as 
our statistics show there must be spent on an average of 312 hours per year 
per child from 12 to 22 years of age. As further warning in the care of this 
older group on page 217, I would like to emphasize the following: 

“We must utilize this information with extreme discretion, since all of 
the 110 children who qualify for our latest studies have had regular and 
constant dental care nearly all their lives. We cannot apply our second law 
of average to any and every child 12 years of age unless that child has had the 
proper dental care in his earlier years. 

“Some of your experiences with contract services have been very similar 
to mine, in some respects. In 1931 and 1932 when the economic depression 
really hit California contract service was quite successful, but at the present 
time with so many defense projects located in our East Bay area and every- 
body employed at a good wage people are not the least bit interested in buy- 
ing this type of insurance. But what will happen when we have another 
economic depression? Shouldn’t we be ready to give the public what they 
want and still maintain our standards of practice? 

“You state ‘The working arrangement with these children was ideal for 
me.’ This also has been my experience and a very pleasant one, too. No short 
cuts, no substitutions for what should be done or no question about fees. 
This is worth something to any professional man. 

“Promiscuous time consumption was handled, even though it may have 
been tried more than once by some families, by being a little tough and 
threatening to discontinue the services on an annual basis unless it was 
eliminated. 

“Yes, families did try to renege by trying to place one child on the annual 
service whose caries susceptibility was high and then taking the other chil- 
dren to the family dentist or, worse yet, not going to any dentist. Again we 
had to refuse services on this basis. This problem is very common in all 
forms of group insurance but has been solved by insisting that a large per- 
centage of any group to be insured must accept and pay the same annual 
premium or else the group insurance would not be issued. 

“To summarize—my experiences with this type of practice has been most 
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satisfactory to fit an economic situation when it occurs, but it will not be 
accepted generally by the public when they have ‘a full dinner pail.’ It does 
take some extra time to explain and sell the parent the advantages of this 
type of insurance but when once sold, they stay sold and try to sell others. 
Most new patients who go on our annual fee schedule are referred by other 
patients enjoying this same service.” 

Dr. Marcus L, Ward, former dean of the University of Michigan Dental 
School, states his viewpoint with an eye on what the future holds. He says: 

“My principal object in writing to you is to influence Dr. McBride to 
reconsider the matter on the basis of the nation’s needs as well as on the 
inconveniences to himself. His two apparent reasons for the termination of 
contract dentistry are stated partially as follows: “The promiscuous time 
consumption of those patients who take the liberty of coming in unheralded 
or calling for appointments promiscuously, two and three times as frequently 
as when on the regular fee basis ... The reneging in families of 2 or 3 chil- 
dren of which one child may have few dental needs and the others many. 
The child with the good teeth will be withdrawn from the agreement while 
those with greater needs will be retained.’ 

“I agree that no contract should permit the promiscuous admission of 
patients to an office. This objection has been raised by the English physicians 
who have had experience with the government panel of physicians eligible 
for service and is being given consideration by many in this country. 

“I also agree with the statements regarding reneging. Families who fol- 
low this practice are not eligible for service under a mutually satisfactory 
contract or insurance plan. I am aware of some other objections to contract 
or insurance dentistry, but the question which lingers with me is are we going 
to attempt to remove the objections and retain the principle of insurance. 
President Dykstra of the University of Wisconsin stated before a great audi- 
ence at the Mid-Winter meeting of the Chicago Dental Society in 1939 ‘that 
health insurance was as inevitable as fire insurance.’ There is an abundance of 
evidence that the prophesy of President Dykstra is now a reality accelerating 
at a rapid rate. 

“I attempted to present some of the pertinent facts about extension of 
dental service including contract or insurance dentistry at the annual meeting 
of our state society and the presentation was published in the May issue of 
the Journal of the Michigan State Society. In addition to pertinent facts a 
long list of reading references were given which should have the attention 
of the entire profession. Attention is especially directed to the article in 
August, 1941, Harpers by Nathan Sinai, and to ‘Medical Care’ by Michael 
Davis. 

“The former states that “The battle for health insurance is over. There 
may be some straggling rear guard action, but to anyone acquainted with the 
warring factions of 1935, the extent to which it is accepted in 1941 is 
unbelievable.’ The latter states that ‘In the perspective of the last two decades, 
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1941 stands out as a period when health insurance received more practical 
endorsement from official medical societies than at any previous time. In 
connection with these two statements by Sinai and Davis I stated as follows, 
‘The question which is foremost in my mind in connection with insurance is, 
how long dentistry can remain complacent about the matter without having 
it taken over by the government or insurance companies or both.’ 

“Anyone familiar with the report of the National Resources Planning 
Board for 1942 (section on post-war planning for children and youth) must 
realize that children and youth are to form the basis for our social security. 
In this case there must be service for all children, not merely those who can 
pay for it. Again I raise the question how is it to be done? Do we want the 
government to develop the plans or will the profession do it? Would it not be 
better for those who, like Dr. McBride, have made very significant contribu- 
tions to the development of dentistry for children to experiment further 
rather than abandon contract or insurance dentistry?” 


—660 Fisher Bldg. 


Historical Approach to Dentistry for Children 
J. H. Kauffmann, D.D.S., New York, N. Y. 


The late Charles N. Johnson said that there is nothing too good for 
the human mouth. This ideal is a product of the progress of the dental 
profession, whose chief purpose is to aid in teaching and maintaining the 
highest standard of mouth health for all the people. We say “to aid” ad- 
visedly, because there are other allied professions and lay groups which also 
contribute toward achievement of the common objective. The present health 
service trend of our profession has its historical background and related 
antecedent influences, the most effective of which latter date from the turn 
of the past century. Of course, Pierre Fauchard, the Frenchman, who pub- 
lished his great work, “Chirurgiene Dentiste,” in 1728, is known as the 
“Father of Modern Dentistry.” When Chapin and Harris immortalized 
their first lecture at Baltimore, in 1840, inaugurating a new era of formal 
dental education, American dentistry was a crude calling, although not even 
at that time without some visualists. According to Lilian Linsay’s excellent 
little book, A Short History of Dentistry,’ The Englishman, J. Sim Wallace, 
in 1899, commenced a series of papers which constituted the first scientific 
approach to the prevention of dental disease and deformity. It is probable, 
however, that others previously had also given serious thought to the prob- 
lems involved. 

The chief activities of most dentists up to the early nineteen hundreds 
were centered in the art of restoration of various teeth and the mechanics 
of replacing missing teeth. Operations for repair in teeth were skillfully 
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carried out as far as restrictive technical difficulties and limited scientific 
knowledge permitted. The ideology of preventive dentistry was almost 
non-existent; dental practice was largely confined to fillings in vital teeth, 
extractions, crown, bridge and denture work. A tooth was an appendage to 
be filled or replaced by some means or other. Biology and teeth were distant 
cousins. Dentistry as a formally organized profession was still relatively in 
its teens; on the other hand, it was making some progress. It should be borne 
in mind that the fundamentals of pathology and bacteriology were not laid 
down until the latter half of the eighteen hundreds. In the field of medicine 
the important findings of sanitary engineering were being adopted and the 
functional relationship between the science of sanitation and public health 
was receiving recognition as vitally essential for community welfare. Never- 
theless, large numbers of lives were being snuffed out by preventable diseases; 
both physician and dentist had plenty to learn. During the early stage of 
dentistry’s crystallization, monumental work of great laboratory scientists 
and medical men stood out boldly. Virchow, Pasteur, Lister and Koch gave 
to mankind knowledge which profoundly changed the nature of the war 
against human suffering. The application of the newer findings in pathology, 
bacteriology, asepsis and diagnosis, to clinical medicine, surgery, immunol- 
ogy, and public hygiene, was the means of achieving distant advances in the 
functioning of those professions dealing with the preservation of health 
and life. Obviously the enormity of that advancement was potentially bound 
up in large measure with the prevention of disease and deformity. However, 
although very important progress was made during the latter half of the 
nineteenth century in the basic sciences effecting the means of prolonging 
life, the attitude toward health as a valuable asset was a negative rather than 
a positive one. The art and science of health was approached through the 
portals of disease alleviation and disruption. In our own profession this 
manner of approach was most marked and the practice of dentistry as a 
health service was negligible. Such an enlightened concept got its initial 
breath of official recognition in 1899, when the first Oral Hygiene Commit- 
tee of the National Dental Association was appointed. No encouragement 
was met for the next ten years because the profession leaned toward philan- 
thropy for support and placed no great value upon the services which might 
be rendered in behalf of children. In 1909, William G. Ebersole, of Cleve- 
land, Ohio, became chairman of the committee and undertook to revitalize 
the dormant situation. As a consequence, through awakening cooperation 
of dentists, dental societies, dental manufacturers, school officials and public 
press, the Committee, on March 18, 1910, opened six school clinics in the 
city of Cleveland. Dr. Ebersole inaugurated at the Marion School a series 
of tests which proved to be classical in demonstrating the value of dental 
health for children. Previous to this, Jessen had also established numerous 
school clinics in Germany, the first being in his native city of Strasburg. 
In November, 1914, the Forsyth Dental Infirmary was opened in Boston, 
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for the dental treatment of children. The first institution of its kind in the 
world, it was a symbol of American philanthropy devoted to a most noble 
cause. As an important forerunner of mouth health educational groups 
especially interested in the child, can be cited the Oral Hygiene Committee 
of Greater New York, organized in 1918, through the pioneering efforts of 
Thaddeus P. Hyatt. This Committee, composed of numerous metropolitan 
dental societies and lay bodies, has for its slogan, “Prevention through Edu- 
cation.” All of these clinical and educational projects were instrumental in 
giving the modern mouth hygiene movement a wholesome and stimulating 
impetus. The dental profession, itself much in need of enlightenment, was 
learning that an ounce of prevention is worth a pound of cure. 

It is reported that in February, 1910, the first American public school 
free dental infirmary was opened at Rochester, New York. This is the home- 
place of the late George Eastman, whose wonderful dental philanthropies 
became universally recognized as the practical humanitarianism of a layman 
who gave many millions of dollars in behalf of child mouth health. Mr. 
Eastman’s two fellow Rochester citizens, Messrs. Bausch and Lomb, were 
also substantial donators to the same good cause. The honor roll of other 
devoted dental philanthropists outstanding in more recent years, includes 
the names, amongst others, of Couzens, Guggenheim, Kellogg, Rosenwald, 
Samuels, and Ward. While philanthropy is never in itself a final solution 
to anything, its effectiveness as at least an altruistic agency for the temporary 
alleviation of deep-rooted economic and social inadequacies cannot be 
denied. Until a more satisfactory and just means is consummated, we can 
use plenty of such noble philanthropy. Especially will all contributions for 
dental research be greatly appreciated. 

An innovation in behalf of mouth health for children, warmly approved 
by many sincere and leading members of the dental profession, although not 
by any means sponsored by all, was that conceived by the late Alfred C. 
Fones, of Bridgeport, Connecticut. He planned and undertook the formal 
education of women as dental hygienists whose work was specifically in- 
tended by Fones to be carried on amongst school children. After establish- 
ment of the first course of training at Bridgeport, just prior to our entrance 
into the first great war, a movement was started to make possible the wide- 
spread recognition of these dental hygienists; their work consists in giving 
prophylactic treatments of limited topographical degree and in teaching the 
essentials of mouth hygiene, under the supervision of dentists, both in public 
institutions and in private practice. There now exist many schools for the 
education of these dental hygienists, who are legally recognized in thirty- 
three states as registered adjuncts to the dental professsion. This writer is 
one of a good-sized dissenting group holding the definite opinion, based 
upon objective and unselfish consideration of all the facts in the case, that 
the dental hygienist should be educated solely as a teacher of mouth hygiene, 
and that under no circumstances whatsoever should she be formally instructed 
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or legally empowered to operate in any human mouth, either child or adult. 


After the first world war there was a generalized trend toward emphasis 
on child welfare. Socially-minded individuals and groups directed the trend 
and important lay bodies took the initiative. Dental health was tied up in 
this general program whose accelerated momentum helped to carry dentistry 
for children to the forefront. For the first time, courses in pedodontics were 
introduced into our dental colleges and at the present moment are happily 
on the increase. This is putting the inspiration where it belongs. Note the 
founding, in 1927, of the only organization of its kind in the world, the 
American Society of Dentistry for Children. Equally noteworthy is the pub- 
lication by that Society of the only periodical of its special type in existence, 
the Journal of Dentistry for Children. First issued in November. 1933, under 
the leadership of its present editor, Samuel D. Harris, its pages have already 
made historical contributions to the progress of dentistry for children. 
Orthodontics, too, received a strong impetus in the period immediately fol- 
lowing the first world war. During the past generation and continuing now, 
a tremendous interest has been manifested in this truly humanitarian field 
of dental practice. Health is the completely coordinated normal functioning 
of all the cells, tissues and organs of the body. It is needless to say that 
normal occlusion is intimately wrapped up in the good health of every child. 


In recent years, governmental and quasi-governmental agencies, insti- 
gated by small and large economic and social groups, have been seriously 
considering dentistry as a health service to be widely applied for all the 
people. For their own part, realistic dental professional bodies are emphasiz- 
ing the fundamental importance of dentistry for children in all projects 
aimed toward the aforesaid objective. Time alone will tell whether or not 
the profession’s viewpoint will be adopted in the various plans of so-called 
socialized health service. Unbiased observers are of the opinion that no mass 
service plan will be of any genuine, ultimate success unless it includes a 
wide program of dentistry for children. Next to absolute prevention of 
dental disease and deformity, the attack upon the problem by means of a 
program of dentistry for children is the most efficacious solution. Such a 
concept commences with pre-natal education of the mother and continues 
with the earliest possible care and healthful maintenance of the pre-school 
child's foundation teeth. As the twig is bent, so the tree’s inclined. If dental 
art and science is to survive as a dynamic instrument for the application of 
biological truths, the heavy, clutching hand of rampant adult prosthesis must 
be torn from the gasping throat of our profession. With the elimination of 
inherited fallacies, and the utilization of acquired wisdom, it seems reason- 
able to anticipate that, if we are to function in reality as a health service 
calling, the most important dentistry of the future will be dentistry for 
children. 

27 East 95th Street. 








NEWS AND VIEWS—— 


Secretary’s Message 


As this time of the year is approached Secretarial duties are increased with 
the effort to collect dues payable for the new year. A large percentage of the 
individual members will receive their statements mailed directly to them 
from this office. The rest will receive their statements indirectly from this 
office through the various State Unit secretaries. In either event you are urged 
to remit your dues promptly and on the first mailing of the statements. 
This will greatly reduce the volume of “Second Notices,” the stenographic 
costs, and the postage. 


As in the past the State Unit secretaries will have received their group 
mailing of statements for the membership of their units. Will the secretary 
affix thereon individually his Unit dues as assessed, and mail them promptly? 
Remittances of such unit members received here, and in excess of the basic 
dues of $3.00, will be refunded to the respective unit treasurer. Before send- 
ing these statements out please check them with your own membership 
records, for the members here represented are those which I have on record 
and which are accredited to your Unit. Any that are included with the group 
statements which are not on your roster should be contacted and made affili- 
ates of the Unit. Any member, whom you have on your roster, who is not here 
included may not belong to the parent body and will not be getting his full 
AS.D.C. benefits. This is one opportunity to closely and exactly correlate 
the records of the Units and the parent body, and this will aid immeasurably 
in avoiding embarrassing mistakes and inadvertent errors. 


With each publishing of the Journal of Dentisty for Children there are 
a number of Journals returned due to “Incorrect Address.” As individual 
members if you do not get your four issues of the Journal during the year— 
two before July and two before December—the chances are that either you 
have been dropped due to delinquent dues or your address has not been 
changed with your having made “that move.” Please help your Secretary 
and Editor in their efforts to be efficient. 


The A.S.D.C. has come thru admirably during the first year of the 
present world fracas (see Secretary’s report 3rd issue 1942 series). This 
is not necessarily due to the efforts of the officers and committees, but is 
shared with each individual member. The A.S.D.C. can do just as well in 
this coming year with everyone's co-operation. 


Dr. R. M. ERWIN, JR., Sec’y A.S.D.C., 
613 Corbett Bldg., Portland, Ore. 
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The Treasurer’s Report 


December 31, 1942 


Balance brought forwatd...................... eee eeees $2,131.56 
Checks deposited from Oct. 22, 1941, to Oct. 31,42.......... 1,550.63 
Ch oo tela vewhaargateddeknnse tute aueeenes $3,682.19 
Expenditures: 

“Journal” — 


Owl Printing Co., 4th Quart. of 1941, 11/21/41. .$ 95.80 
Owl Printing Co., 1st Quart. of 1942, 4/7/42.... 147.49 
Owl Printing Co., 2nd Quart. of 1942,5/18/42... 149.51 
Ow! Printing Co., 3rd Quart. of 1942, 9/30/42... 128.29 


$522.09 
Secretarial Expenses: 
Dr. R. L. Ireland, 11/21/41........... ......$ 2488 
Dr. R. M. Erwin, Jr., 1/14/42................ 17.58 
De, R. Mi Bewin, Tr. 4/7/42.........2 2-000 25.20 
ee eS «i 32.55 
Dr. R. M. Erwin, Jr, 9/8/42................ 26.31 
$126.52 
Treasurer's Expenses: 
Dr. E. Gerlach (salary), 12/6/41............ $ 1.00 
Dr. E. Gerlach (postage), 12/6/............. 5.00 
$ 6.00 
Miscellaneous expenses, 10/22/41 to 10/31/42. . $805.99 
EE Oca acca le jaehemcaiiphes sare eran $3,682.19 
Total Expenditures: 
EE ee eT ey eT re $522.09 
Secretarial expenses ....................055: 126.52 
Treasurer's expenses .....................-. 6.00 
Miscellaneous expenses ..................... 805.99 
1,460.60 
WOOD ccc ccc cee cnccncsnesssncnecsuas $2,221.59 
GIN COIS «ww 5 wn cece e ce recennenens 11.00 
Bank’s Balance ....... 2.0.00... cc ccc eee cece ence eeees $2,232.59 











The Editor’s Report 


Your editor has found this a year marked by continued improvement in 
the Journal of Dentistry for Children thanks to the Editorial Board and 
to the ready cooperation of the contributing staff. This year the publica- 
tion has intentionally not increased its size nor has it altered its general 
policies. It has, however, worked to approach closer with each issue the 
high standards set for publication by the American Association of Dental 
Editors. 

The four numbers of the quarterly this year carried a total of 2,320 copies 
and these were published and distributed at a total expense of $522.09. This 
compares with a total of 2,300 copies published last year at a total cost of 
$494.83. With costs in general increased this is a good showing. 

A number of matters of current interest have resulted from the fact that 
many of our subscribers are or will soon be inducted into military service. It 
is gratifying that the A.S.D.C. has been able to see its way clear to maintain- 
ing their membership without the need of these men making payment of 
dues, and their names, of course, are continued on the society Journal circula- 
tion list. It is particularly important, under these circumstances, that changes 
of address shall be brought to the attention of the Society Secretary. 

With the society meetings held in abeyance “for the duration” the publi- 
cation will likely need to carry some of the matters which would in the 
regular course of events be transmitted at the annual meetings. Also, more 
of the personal items relative to activities of these men now in military dental 
organizations and concerning others in the society will need to be printed 
in the AS.D.C. Journal. This we will make every effort to help with. 

All in all this has been another year of harmony and progress. It has 
been reassuring to have the Editorial Board to fall back upon for advice and 
assistance. Your Editor is specially indebted to Dr. Kenneth Gibson, Dr. 
Kenneth Easlick and Dr. Walter McBride for their active assistance, and to 
the contributing editors, the contributors and the readers of the society’s 
Journal for their hearty cooperation and general helpfulness. 


This report is respectfully submitted. 
S. D. Harris, Editor. 


Report of the Editorial Board 
November 1, 1941, to August 24, 1942 


During the reportable period, four issues of the Journal of Dentistry for 
Children were produced. Following is a statement of cost: 
Fourth Quarter (1941) 
er 550 copies $ 95.80 
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First Quarter (1942) 


A 32-page issue........ ......... 600 copies 147.49 
Second Quarter (1942) 

Oe ee 620 copies 149.51 
Third Quarter (1942) 

ND 555.656 in yn Po mains 550 copies 129.29 





2320 copies $522.09 

As has been previously reported, action looking toward subsidy of the 
Journal has been unsuccessful.* Board recommendation was then instituted 
in November, 1941, looking toward an enlargement of the Journal through 
inclusion of selected advertising. 

The Second World War has, at least for its duration, negated our efforts 
in this direction. A carefully worded letter was sent to twelve of the better 
known dental manufacturing companies. Replies received would indicate 
that instead of expansion of advertising programs, retraction is in order. 
A continuation of the present form of the Journal will be pursued. 

KENNETH A. EASLICK, 
WALTER MCBRIDE, 
KENNETH R. GIBSON, Chairman. 


Report of the College Curriculum Committee 
July 10, 1942 


In compliance with the instructions given to the Committee at the last 
Annual Meeting of the American Society of Dentistry for Children at 
Houston, Texas, October 26, 1941, copies of the two reports presented at 
this meeting, “Dentistry for Children—Its Nomenclature” and “The Under- 
graduate Program in Dentistry for Children,” were mimeographed and 
mailed with accompanying letters to the members of the A.S.D.C. Council 
and Editorial Board, the twenty State Unit secretaries, the deans and teachers 
of dentistry for children in all schools of dentistry, and the members of the 
Council on Dental Education of the American Dental Association. Twenty- 
seven letters of acknowledgement or comment were received in reply. 

Dr. Geneve Riefling, of St. Louis University, contributed the suggestion 
that dentistry for children be integrated into the instruction of each class, 
sophomore students starting simple clinical operations for child patients. 

A stenographic error was detected in the report on nomenclature. It is 
recommended that the conclusion of the first paragraph on page 3 be changed 
to read, ‘If the term, PRIMARY, appears too difficult to popularize with the 
dental profesison, further search for a term that will be satisfactory both to 





*Report of the Editorial Board, Page 32, Journal of Dentistry for Children, First 
Quarter, 1942. 
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dental educators and general practitioners will be necessary. In the meantime 
the use of DECIDUOUS, with the explanation, FIRST, may be recommended 
to dental health educators. The term, PRIMARY, will be used in the official 
publications of the American Society of Dentistry for Children.” 

Respectfully submitted by the Committee—B. Elizabeth Beatty, John C. 
Brauer, Howard H. Burkart, Ralph L. Ireland, Ruth E. Martin, John Oppie 
McCall, George E. Morgan; Kenneth A. Easlick, Chairman, 1508 Shadford 
Road, Ann Arbor, Michigan. 


Symposium on D.C. . . . Ohio State Program 


An annual program meriting special emphasis was recently presented to 
the Ohio State Dental Society, as follows: 


TUESDAY AFTERNOON 


Hall of Mirrors 
1:30 to 3:00 P. M—3:00 to 4:30 P.M. 
Prestding—E. HORACE JONES, D.D.S. 


SYMPOSIUM ON DENTISTRY FOR CHILDREN 
Sponsored by the Ohio Department of Health 
Moderator: 
Dr. KENNETH EASLICK, Professor of Pedodontics 
College of Dentistry, University of Michigan, Ann Arbor, Mich. 

Subjects to be covered 
Management of the Child in the Dental Office. 
Economics. 
Operative Procedures. 
Dental Health Education. 
Nutrition. 
Growth and Development. 

Ten leading questions on each of the above phases of the program have been 
developed (60 in all). The questions to be discussed in the panel will be prepared 
in the form of a true-false examination. Each dentist will be given an opportunity 
prior to the panel discussion, to answer the questions, not with the idea of grading 
the papers, but rather to stimulate discussion from the audience on some of the con- 
troversial questions. 

The following individuals will serve on the panel: 


Management: Dr. LEROY JOHNSON, Chairman, Oral Hygiene Committee, 
Ohio State Dental Society, Columbus, Ohio. 

Economics: DR. EMERSON M. HOYER, Sandusky, Ohio. 

Operative Technics: Dr. LYLE S. PETTIT, Professor of Pedodontics, Ohio 
State University, College of Dentistry, Columbus, Ohio. 

Dental Health Education: Dr. E. HORACE JONES, Supervisor, School Dental 
Clinics, Cincinnati, Ohio. 

Nutrition: MARTHA KOEHNE, Ph.D., Nutritionist, Ohio Department of 
Health, Columbus, Ohio. 

Growth and Development: DR. KENNETH EASLICK, University of Mich- 
igan, Ann Arbor, Michigan. 


AY RYN 
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SPECIAL CLINICS 
LEON SAKS, D.D.S., Chairman 
Parlor—1:30 to 3:00 P. M. and 3:00 to 4:30 P.M. 
Presiding—VAN B. DALTON, D.D.S. 


THIRD ANNUAL CHILDREN’S DENTAL HEALTH DAY 
of 
THE CLEVELAND DENTAL SOCIETY 


All Day — February 1, 1943 — Hotel Statler 
PROGRAM 


8:30 A.M.—Registration 

9:00 A.M.—Subject: “Children’s Dentistry Is Worth Whatever You Think It Is 
Worth” 
1. Parents will pay for whatever “Little Johnny Needs,” when it is 

properly presented. 
2. How you as a Dentist shape a Child’s Personality. 
WALTER T. MCFALL, D.D.S., Asheville, N. C. 
10:00 A.M.—Subject: “Children’s Dentistry and National Security” 

J. BEN ROBINSON, D.D.S., President, American Dental Asso. 


11:00 A.M.—Subject: “Dentistry and Diet” 
ANNA DEPLANTER BOWES, M.A., Philadelphia, Pa. 


12:00—-LUNCHEON 
Presentation of the following Distinguished Guests of A.D. A. 
J. Ben Robinson, President, American Dental Association 
Oren A. Oliver, Past President of A. D. A. 
Lon W. Morrey, Director of Public Relations, A. D. A. 
Emory Morris, Chairman of Council of Dental Health, A.D. A. 
Harvey J. Burkhart, Director of Eastman Dental Clinic 
Carlos H. Schott, Trustee of A. D. A. 
Subject: “The American Child’s Teeth in 1950” 
Speaker: PHILIP JAY, D.D.S., M.S., Ann Arbor, Mich. 
Acappella Choir of Cleveland Heights—Geo. Strickling, conductor 
2:30 to 5:30 P.M.—LIMITED ATTENDANCE CLINICS 
“Use of Silver Nitrate in Children’s Dentistry” 
T. J. PAMMENTER, D.D.S., Rochester, N. Y. 
“Operative Procedures on Deciduous Teeth” 
W.T. MCFALL, D.DS., Asheville, N. C. 
“Operative Procedures on Permanent Teeth” 
EMERSON Hoyer, D.D.S., Sandusky, Ohio 
“Pulp Management of Deciduous and Young Teeth” 
KENNETH A. EASLICK, D.D.S., Ann Arbor, Mich. 
“Local and Topical Anesthesia” 
LEROY JOHNSON, D.D.S., Columbus, Ohio 
“Practical Hints” 
J. HATCH CLARK, D.D.S., Cleveland, Ohio 
“General Anesthesia and Complete Operative Dentistry for the 
Young Child” 
CHESTER J. SCHULTZ, D.D.S., Cleveland, Ohio 
2:30 to 5:30 P.M.—OUTSTANDING TABLE CLINICS 
2:30 to 5:30 P.M.—Motion Picture—The Forsythe Dental Infirmary for Children 
ALL DAY — EDUCATIONAL EXHIBITS — RADIO PROGRAMS 


6:00—DINNER. Presentation of Dental Poster Contest Awards... . Mayor Lausche 
Subject: “WHOSE JOB IS IT?” 
Speakers: Kenneth A. Easlick, D.D.S., and A. W. Thomas, M.D, 








